A case of delayed biliary obstruction and cholangitis, occurring in the setting of chronic allograft rejection, 8 years after liver transplantation using the gallbladder-conduit, is presented. Extrahepatic biliary obstruction may be seen in the late follow-up of liver grafting and rejection phenomena may play a significant role in the development of such obstruction.
INTRODUCTION
Following the early use of orthotopic liver transplantation (OLT) 30 to 50% of patients developed severe complications related to the biliary tract reconstruction1"2'3. In order to reduce the incidence of biliary complications, Waddell and Calne, developed the concept of the gallbladder-conduit between donor bile duct and recipient bile duct or jejunum4'5. A case of delayed biliary obstruction and cholangitis, associated with a stricture involving the gallbladderconduit, occurring with chronic allograft rejection 8 (Figures 2A and B) .
One arterial branch showed foam cells within the fibrotic intima, and another arterial segment exhibited lymphocytic infiltrations (Figure 2A ).
Lymphocytes and a few plasma cells were also clustered around small vessels both within the mucosa and the muscle layer. In addition, the gallbladder wall showed diffuse fibrosis. The specimen representing the resected afferent branch with the biliary stricture revealed arterial changes as well, with intimal fibrosis and accumulation of foam cells ( Figure 2C ). Biliary glands were distorted, and there were focal lymphocytic infiltrates ( Figure 2D ). These changes were interpreted as representing chronic rejection with graft arteriopathy.
H1DA-scan, performed three months after operation, confirmed the poor uptake of the tracer by the allograft but a rapid activity of the tracer in the small intestine. There was no evidence of biliary tract obstruction. Ten months after correction of the biliary stricture, the patient remained well and afebrile; the signs of chronic rejection however persisted. Because of the progression of the cholestasis and general deterioration, the patient finally underwent regrafting.
The jejunal graft was removed and the biliary reconstruction consisted of a choledocho-choledochostomy with T-Tube stent. After a good initial postoperative course, the patient died at day 25 because of an acute extensive subcapsular hepatic necrosis occurring in the absence of vascular thrombosis. Pathological examination of the first graft was consistent with end-stage liver rejection with organized thrombosis of intra-and extra hepatic arteries. There were no signs of recurrent PBC. The vascular lesions of the liver corresponded with those found some months earlier in the gallbladder-conduit and adherent bile duct.
DISCUSSION
Because of the high incidence of biliary.-complications after OLT, a technique of biliary tract reconstruction was introduced in the mid-seventies in which the gallbladder was interposed between the donor and recipient bile ducts4'5. Choledocho-choledochostomy with a T-tube stent or choledocho-jejunostomy Roux-en-Y are the preferred methods of biliary tract reconstruction. The gallbladder-conduit is reserved for individual cases in which adequate mobilization of a Roux-Y-jejunal loop to the donor bile duct is difficult or impossible because of previous abdominal operations.
